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Health Certificate
Name:
Date of birth :

No. of passport:
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[, Dr. XXXX hereby certify that as of DD/MM, Mr./Mrs./Ms. XXXXXXX:
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1. is not showing the following symptoms and fit to travel/fly;
#  fever (O0.0%C)

% cough

D EDJEH  sore throat

C L4#HA sneeze

IR R shortness of breath
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2. took PCR test on DD/MM and the result was negative (See the attached).
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Dr. XXXXXX
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Name of the Hospital, address




